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EDITOR’S NOTE: 


The articles in this issue will give 
the dental profession an insight into 
the fields of psychiatry and general 
semantics. Every dentist knows that 
we are interested primarily in ob- 
taining relaxation and anesthesia 
with hypnosis. Yet, we should be 
aware of the fact that the tech- 
niques, philosophies and utilization 
of hypnosis in the fields of psychia- 
try and general medicine are differ- 
ent from the utilization of the tech- 
niques in dentistry. With this in 
mind, and remembering that we are 
not psychiatrists, dentists may hold 
their heads high when using hypnos- 
is in their own art, which is dentis- 
try. We should never be tempted to 


work through hypnosis in another 
field. 


It is hoped that we will gain a great 
deal of insight into what other pro- 
fessions are doing with hypnosis, 
with the publication of the articles 
in this issue. 


PHILIP AMENT, D.D.S. 
964 Delaware Avenue, Buffalo 9, New York 
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HYPNOTHERAPY AND NARCOTHERAPY * 


IRWIN ROTHMAN, V.M.D., D.O. 
Philadelphia, Pennsylvania 


Reprinted from the Journal of The American Osteopathic 
Association, January, 1956 


Hypnotherapy is daily becoming more accepted, even though 
there is still much prejudice against hypnosis as a therapeutic aid, 
partially because of its abandonment by Freud. Freud started as a 
hypnotist, and psychoanalysis stemmed from hypnotism. Schneck’s' 
recent treatise on Freud’s abandonment of hypnotism cast an inter- 
esting new light on the inhibitions and personal motives of the great 
founder of psychoanalysis and make his reasons for abandoning 
hypnosis appear only as the intellectual rationalizations he was so 
keen at sensing in others. 


Modern and younger psychiatrists are more frequently express- 
ing opinions such as the following of Duval:2 ‘“‘Hypnotism is aspec- 
ial psychiatric treatment procedure and should be grouped with 
shock therapy, narco-analysis, narcosynthesis, psychoanalysis 
or other exploratory psychotherapy.’’ 


The place that hypnotism should have in medical education was 
recently defined in a report by the conservative British Medical As- 
sociation. 


. . -It is recommended that a description of hypnotism and its thera- 
peutic possibilities, limitations, and dangers should be given to all medi- 
cal undergraduates during their psychiatric course. 


. » .Instruction in the clinical use of hypnotism should be given to all 
medical postgraduates training as specialists in psychological medicine 
and possibly .. . to trainee anaesthetists and obstetricians, so that they 
will understand its indications and practical applications .... 


The following is a list of some of the newer hypno-therapeutic 
technics which are helping to swing the pendulum of hypnotherapy 
to an acceptable middle of the road between unsubstantiated overen- 
thusiastic claims and rigid nonacceptance: 


1. Regression 
2. Revivification 
3. Experimental conflict 
4. Dreaming by request 
5. Automatic writing 
6. Blackboard writing 
* Presented at the Annual Meeting of the American College of Nevropsychiatrists 
(Osteopathic), Los Angeles, July 15, 1955. 
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7. Theater visualization 
8. Autohypnotic traihing of the patient 
9. Intensification of emotions 
10. Therapeutic interpretation of the hypnotic relationship. 
11. Hypnotic reproduction of symptoms 
12. Substitution of symptoms 
13. Free association under hypnosis 
14. Group hypnotherapy 
15. Desensitization 
16. Imaginary therapist 
17. Combined hypnotism and narcotherapy 


It will be observed that nowhere on the above list is there the 
direct command for symptoms to disappear. This is the old con- 
cept of hypnotism in psychiatry, and it should be used sparingly. | 
have described elsewhere some of its uses in fields other than psy- 
chiatry.* In these fields the direct command or prestige method is 
indicated more frequently. 


THERAPY THROUGH HYPNOSIS 


As Rosen ° stated, we should speak of therapy through hypnosis 
rather than therapy by hypnosis. This differentiation takes into ac- 
count the important interpersonal relationships of the patient and 
what hypnotism means to him. The theorists of the psychoanalytic 
schools have been cognizant of this aspect of hypnosis. Unfortu- 
nately, however, they have stated that these interpersonal relation- 
ships of the patient are the actual mechanism of hypnosis. Thus, 
some say hypnotism is a variant of dependency on a father or mother 
figure,° an erotic state with inhibited goals.” expression of re- 
pressed oedipal wishes,” passive masochistic submission,’ or 
magical identification with the omnipotence of the hypnotist.’ 


I believe that most of these are valid interpretations of an in- 
dividual patient’s needs that can be made as a therapeutic interpre- 
tation of the hypnotic relationship. However, to say that any of 
these is the mechanism of hypnosis is an unscientific oversimplifi- 
cation. My opinion, based on animal experimentation, is that hyp- 
notism is a natural biophysiologic phenomenon which is as uni- 
versal phylogenetically as sleep. I have been able to produce or 
find a record of a hypnotic state in representative species of almost 
all phyla studies and thus believe it to be a universal biologic 
mechanism. It is my opinion that not only all lower animals but al- 
most all persons can be hypnotized just as almost all would re- 


spond to an injection of amobarbital or thiopental. ‘‘The British. 
Medical Journal” states: ° 
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Work with animals, in which the phenomena of hypnotism can be observed 
in relatively simple form, should not be neglected. It will only be when 
we know and understand a great deal more about hypnotism than we do 


now that we shall be able to make the best use of its therapeutic po- 
tentialities. 


However, many patients resistant to hypnotism may have to have 
their resistance analyzed out first before they can be hypnotized 
without panic resulting. Also there are relative and absolute con- 
traindications to the use of hypnotism, especially by an inexperi- 
enced hypnotherapist. Hypnotism has been referred to as the ‘‘sur- 


gical route to the unconscious,’’ and the knife may indeed slip 
sometimes. 


A fascinating case which exemplifies the dangers of undertak- 
ing hypnotism in the resistant patient is that of a 26-year-old fe- 
male who had had rigidly stiff limbs since she was 8 years old. 
The rigidity of 18 years’ duration was so marked that patellar and 
Achilles tendon reflexes were unobtainable. The case had been 
declared to have an organic basis, and the girl was operated on by 
an experienced orthopedic surgeon in one of the largest medical 
school hospitals in Philadelphia. The operation was unsuccessful, 
leaving the patient with the impression she was suffering from a 
mysterious and progressive spinal disorder. After weekly treat- 
ments of hypnotherapy, narcotherapy, and various combinations of 
these, the patient has shown marked improvement. She is now com- 
pletely aware that her problem is not a physical one and has good 
insight; she is holding a job, walking, and adjusting socially. 
However, my overenthusiasm to produce results by attempting hyp- 
nosis on this patient’s first visit almost resulted in her breaking 
off the treatment. Her sexualization of the hypnotic situation re- 
sulted in panic with nightmares in which the therapist was a devil 
with horns. Fortunately, her family physician was able to coax her 
back into therapy. 


Following are discussions of some of the new hypnotherapeutic 
technics mentioned above and of how they are used. 


Regression.--- 

Without question, hypnotic subjects are capable of simulating 
behavior at a suggested regressed age much better than are con- 
scious subjects. They can recall things at these earlier age levels 
that they cannot recall at adult levels. There are a large number of 
studies to indicate that the results on standard intelligence tests 
correspond to the regressed age indicated hypnotically. 


While there is room for disagreement, according to most authori- 
ties regression actually does reproduce early behavior accurately, 
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regardless of the fact that regression is never stationary and is 


being altered by intrusion of mental functioning at other age lev- 
els." 


It is certainly therapeutically useful in recalling early experi- 
ences which have influenced the personality. In my experience, 
spontaneous regression sometimes occurs, and the patient may say 
he feels like a little boy or feels younger than his age. This can be 
therapeutically significant if interpreted tactfully. 

Revivification.--- 

This is closely allied to regression and consists of having the 
patient dramatically relive some experience. Often the therapist 
plays the role of a reassuring friend or a parent or parent-surrogate 
in this scene. This is also a frequently used narcotherapeutic 
technic and is very effectively used in war neuroses. 


The Experimental Conflict.--- 

Essentially this is a short-term experimental neurosis used to 
create the patient’s somatic symptoms, either under hypnosis or 
posthypnotically, by eliciting in him the emotions which are the sus- 
pected cause of the somatic symptoms. This is often an effective 
method of demonstrating conclusively the psycnic basis of a symp- 
tom to a patient who has wandered from physician to physician and 
psychiatrist to psychiatrist, never accepting their statement of func- 
tional cause. It has been used very effectively in migraine. 


Dreaming by Request.--- 

In this technic the patient dreams while under hypnosis. He is 
asked to have a dream about some particular problem and, if nec- 
essary, additional dreams to explain the first dream. This speeds 
up any therapeutic approaches which utilize dream interpretation. 
An additional valuable aid in therapy which I was taught by Dr. J. 
M. Schneck"* consists in having the patient hypnotize himself, 
especially at bedtime, and suggest to himself that he will have 
a therapeutically useful dream. 


Automatic Writing.--- 

This is a well-known phenomenon in which the patient’s hand is 
taught to write without his being aware of it - very much like dood- 
ling during a phone conversation. For a blocked or silent patient 
this can be a valuable technic. Often the writing is cryptic, and 


the patient is asked to translate it by opening his eyes while under 
hypnosis. 


Blackboard Writing.--- 
This technic, which Dr. Schneck'!2 also taught me and which 
apparently has never been published, is easier to teach most pa- 
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tients than is automatic writing since the actual mechanics of 
writing with a pencil need not be utilized. The patient is asked 
merely to visualize a blackboard with chalk poised on it ready to 
write. He may be asked to watch the imaginary chalk and report 
what it is writing. 


Theater Visvalization.--- 

This is a frequently used technic wherein the patient is asked 
to visualize himself in a theater and watch the players on the stage 
and report their actions and appearance. The performers may later 
be identified by asking the patient to focus on them more clearly as 
does a movie camera, or to fit a number of false faces or rubber 
masks of people he knows (relatives, the therapist, et cetera) onto 
the faces of the performers, and seeing which one ‘‘sticks.”’ 


Autohypnosis.--- 

This technic is a useful adjunct in later treatment in recon- 
ditionings, experimental dream induction, and helping to break any 
dependency aspect of the interpersonal relationship with the thera- 
pist. 


Intensification of Emotions. --- 

This technic can be dramatic in the patient whose emotions are 
flat or whose defense has been isolation or intellectualism. Ros- 
en'® has reported a patient who attempted to choke him as a result 
of this technic and suggests caution in its use. I have had hostile 
patients suddenly snap out of their hypnotic state in a startled 
condition when told that ‘“‘every emotion you are now feeling is 
being magnified and intensified in every fiber of your being; strong- 
er and stronger it grows.”’ 


Interpretation of the Hypnotic Relationship.--- 

As suggested earlier, the interpersonal relationship of hypnosis 
means different things to different people. The tactful and timed 
interpretation of this relationship can be a rapid equivalent to the 
analysis of the transference in orthodox psychoanalytic procedures. 


Hypnotic Reproduction of Symptoms.--- 

In many patients who doubt the functional origin of their symp- 
toms this is a valuable technic. The symptoms may be duplicated 
under hypnosis; later the patient is taught to duplicate them under 
autohypnosis. Then he can be told that if he can produce them he 
can also remove them. This may often be the first hopeful step. 


Hypnotic Substitution of Symptoms.--- 

This method is the most reminiscent of old-style prestige or 
command hypnosis and is used mostly when deeper insight therapy 
is impractical. It can also be used as an intermittent therapeutic 
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measure. A patient with hysterical muscular weakness of an arm 
was taught to transfer this weakness to the little finger of the same 
hand. This was effective temporarily and helped to encourage the 
patient to stay with therapy until deeper insights were available. 


Free Association under Hypnosis.--- 

Often free association under hypnosis is less inhibited and more 
fruitful than it is in the waking state. A very light hypnosis is 
usually used, and in my opinion, this identical state is sometimes 
achieved accidentally in orthodox ‘‘couch” psychoanalysis. 


Group Hypnotherapy.--- 

Many conditions can be usefully treated in a group. I treated a 
group of stammerers by group hypnotherapy. The stammerers were 
taught self-relaxation and were shown that they could speak with- 
out stammering while relaxed, especially when talking about neutral 
scenes they were asked to describe, such as a country scene with- 
out people. Those who had previously had individual or group psy- 
chotherapy felt this to be a much more effective method. 


Desensitization. --- 

This is similar to biologic immunization by increased doses of 
a vaccine or allergen. For example, in the group hypnotherapy 
situation described above, the description of a neutral country 
scene was followed by description of such a scene after a person 
was introduced into it. Gradually the persons depicted and spoken 
to in the imaginary scene were introduced in order of the increasing 
probability of their causing the patient to stammer in real life. The 
stammerer was thus gradually desensitized to the irritating individ- 


uals and at the same time acquired insight into his reasons for 
stammering. 


This technic has been valuable also in desensitizing patients 
to phobic situations, and often later successful regression can be 
accomplished with unearthing of traumatic material. This was 
done in the 26-year-old woman with the walking difficulties previ- 
ously referred to. After she had gained much insight under hypno- 
therapeutic technics, attempts were made to desensitize her by 
having her visualize, under hypnosis, going out with men on dates. 
Following a number of these desensitizing sessions with a_less- 
ening of resistance, a regression session produced a recall of a 
traumatic memory which she had forgotten for 19 years. The little 
girl had run out to an auto in the street thinking it was her grand- 
father in the car. A sexual pervert in the car grabbed her and felt 
her legs and thighs. This experience was later revivified in her 
imagination under hypnosis, projected on a ‘“‘movie’’ screen, and 
thus she was gradually desensitized to the traumatic experience. 
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Imaginary Therapist.--- : 

A very recently reported'* technic which I have found to be 
useful is the imaginary therapist technic. This consists of the pa- 
tient visualizing the therapist and talking to the imaginary thera- 
pist. The imaginary therapist also asks questions and interprets. 
Since it is felt that at some level the patient has a clue to his 
problem, this technic may be quite revealing to the patient. It can 
also be very interesting to a therapist. For example, in a case 
where I felt 1 was being carefully nondirective and very passive, I 
was quite surprised to hear my imaginary counterpart ask, ‘‘Why the 
hell don’t you go back to work, Joe?’” The patient was not offend- 


ed by this question from the imaginary therapist and answered it at 
length. ' 


Combined Hypnotism and Narcotherapy.--- 

Hypnotism used in combination with amobarbital intravenously 
and with mixtures of amobarbital and methamphetamine intravenous- 
ly has been very gratifying therapeutically in my experience. 


In a patient in whom it is difficult or time consuming to induce 
hypnosis and where it has been determined that hypnosis would be 
safe despite this resistance, the intravenous use of amobarbital in- 
jected slowly with conditioning of the patient by the Voigt frac- 
tionation method is very effective. This consists of making re- 
peated suggestions to the patient in the narcotized state that his 
eyes will close and he will fall into a hypnotic “‘sleep’’ on a given 
signal. The signal is repeated along with the opening and closing 
of the eyes until conditioning has occurred. At the next interview 
the patient usually will drop into the hypnotic state in response to 
the conditioning stimulus and without the use of any more barbitur- 
ate injections. 


Methamphetamine-amobarbital injection has been particularly 
successful when used with hypnosis to help activate a posthypnotic 
suggestion and increase confidence in carrying it out or when used 
in sessions before hypnosis is attempted to disinhibit the patient 
and establish rapport more promptly. It has also been useful in al- 
ternating sessions where hypnosis may be used at one session and 
the intravenous combination at another session and to help suc- 
cessfully in the initial overcoming of phobias similar to Masser- 
man’s *® use of alcohol in experimental neuroses in cats. 


Recently Hoch'® reported for the first time in the literature that 
he has found the mixture of methamphetamine and amobarbital to 
be the most effective agent in stopping the experimental psychosis 
produced by d-L.S.D. 25 (d-lysergic acid diethylamide), but he did 
not state whether he used it intravenously or orally. However, a- 
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bout a year ago I volunteered for d-L.S.D. 25 psychosis, and one 
intravenous injection of the methamphetamine-amobarbital mixture 
very effectively terminated the state. However, it must be stated 
that it has not been possible to terminate naturally occurring psy- 
choses with this same rapidity, although the mixture has been 
proved without a doubt to be a valuable adjunct to the psychothera- 
py of neuroses and psychoses. 


Almost all my patients on whom the amobarbital-methampheta- 
mine mixture was used reported that it accelerated their progress 
better than all previous methods used by me or other therapists. 
The only exceptions were those on whom the newer hypnothera- 
peutic technics were used. They preferred these. 


CASE REPORT 


A case report utilizing some of the methods discussed may give 
some idea of practicai application. 


Case 1. In a case which comes to mind because of its recency, 
a combination of methods was utilized. This patient, an intelligent 
36-year-old male, had consulted fifteen well-known specialists in a 
period of 1 year and had received various diagnoses of organic dis- 
turbances and a few of functional disease. Briefly, his complaints 
were that following a ‘‘virus’’ attack he developed double vision 
and then progressive weakness of the extremities which disabled 
him so that he could not return to work. 


Methods Used in Treatment.--- 

1. Short Period of Ventilation under Narcotherapy: The patient 
was allowed to ventilate, especially his hostility against previous 
doctors. He had quit his previous psychiatrist because ‘‘He yawns 
while he takes your money. The idea of a man yawning when he 
listens to you and is getting paid well makes me mad.’’ Later, 
after better rapport was established and the histrionic and approval 
needs of the patient could be interpreted, | was able to relax and 
yawn with impunity. 

2. Interpretations under Narcoanalysis: There followed a period 
of narcoanalysis with the intravenous combination, and some in- 
terpretations were accepted, including an interpretation which ex- 
plained the diplopia to the patient’s satisfaction and caused its 
rapid disappearance. 


3. Hypnosis: Next, the patient was hypnotized after a point of 
resistance was reached where he argued strongly for the organicity 
of his symptoms. His symptoms were produced for him by hypnosis. 


4. Autohypnotic Reproduction of Symptoms: The patient was then 
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shown he could produce his own symptoms autohypnotically. 


5. Symptom Substitution under Hypnosis: The patient was taught 
to induce numbness autohypnotically, then stiffness of the little 
finger instead of the weakness in the corresponding arm. This was 
helpful but only partially successful since the need for symptoms 
was strongly present. However, the patient’s air of hopelessness, 
which had led a previous psychiatrist to suggest electroshock 
treatment, rapidly left and improvement progressed. 


6. Theater Visualization: This technic was then used to aid in 
further depth probing. This was successful. 

7. Dream Induction: The patient claimed that he had never 
dreamed. However, following successful theater visualization he 
was induced to dream by request and also had dreams at night post- 
hypnotically and spontaneously. 


8. Verbal Psychotherapy: After twelve visits and almost com- 
plete recovery, verbal psychotherapy in the waking state was util- 
ized to make certain all insights were integrated on a conscious 
level. 


SUMMARY 


New hypnotherapeutic technics have been briefly described. 
Various forms of narcotherapy combined with hypnotherapy have 
been mentioned. Greater depth, increased flexibility, and rapidity 
of psychotherapy with the use of the above methods have been 
illustrated by case reports. 
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PSYCHOSOMATIC APPROACH TO ANXIETY* 
ROY R. GRINKER, M.D.** 

Chicago, Illinois 

Reprinted from The American Journal of Psychiatry, 
Vol. 113, No. 5, November, 1956 


Psychosomatic studies on anxiety and other affects such as 
anger have been conducted mostly in humans under the influence of 
psychoanalytic concepts. The earliest Freudian notions conceived 
of anxiety as a derivative of repressed libidinal drives; the later 
metapsychological ideas formulated anxiety as a signal within the 
ego, warning of danger from the pressure of unacceptable internal 
attitudes. Thus anxiety initiates or intensifies repression and re- 
action formation against the drives, utilizing their energy for this 
purpose. Freud considered that the physiological excitation in the 
cardiorespiratory systems at birth is the prototype of the perceived 
unpleasurable somatic discharges accompanying anxiety and that 
anxiety as a signal represents a primitive call for help by the help- 
less infant. 


Implicit in all this is the central theory of a mobile psychic en- 
ergy which, when obstructed from direct expression by repression, 
becomes blocked and creates disturbances in organs that are usurped 
for substitute outlets. We hear a great deal about physiological dis- 
turbances associated with repressed anger, oral dependency, de- 
pression, and even anxiety itself. In fact, anxiety is attributed to 
patients who have well-developed defenses against expression of 
what would cause anxiety if it were released through interference 
or blocking of the repression or inhibition. 


It is in the repressed or in the nascent state of “‘rising to the 
surface’’ that unacceptable feelings and attitudes begin to evoke 
the signal of anxiety and influence psychological and behavioral 
processes. Then, defenses may be intensified, loosened, or shaken. 
New emergency defenses may be adopted, or behavioral flight into 
patterns of avoidance, or aggressive attack may occur. 


In my opinion the concept of unconscious anxiety does not lend 
itself to the establishment of fruitful psychosomatic hypotheses be- 


* Read in the Section on Psychotherapy at the 112th annual meeting of The Ameg- 
ican Psychiatric Association, Chicago, [ll., April 30-May 4, 1956. 


** From the Institute for Psychosomatic and Psychiatric Research and Training of 
the Michael Reese Hospital, Chicago, III. This essay is based on the work ws 
research group composed of Roy R. Grinker, M.D., David A. Hamburg, M.D., Mel- 
vin Sabshin, M.D., Harold Pershy, Ph. D., Sheldon Korchin, Ph. D. and Harold 
Basowitz, Ph. D. supported by the U.S. Army through the Medical Research and 
Developmental Board under contract number DA-49-007-MD-469. 
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cause we cannot consider a person to be anxious unless he con- 
sciously experiences this unbearable feeling and whatever idiosyn- 
cratic accompaniments it provokes. In fact, anxiety appears after 
considerable degree of psychological maturation and only in humans 
after adequate self-differentiation and self-orientation with respect 
to past, present, and future time. In this sense it differs from irrita- 
bility and vigilance in other animals. Not only are humans con- 


scious of their anxiety, but they are capable of reporting its pres- 
ence. 


Lesser quantities of anxiety are synonomous with alertness or 
vigilance, constituting states of constant preparation against ex- 
ternal dangers but are so constant and automatic that they are ac- 
companied by little psychological cognizance or awareness of so- 
matic participation. Greater quantities of anxiety occur episodically 
as apprehension under conditions appropriate to the preparation for 
intensified activity under strain. Then there is cognizance of anxie- 
ty and its associated physiological processes such as tachycardia, 
increased respiratory rate, increased perspiration, tremor, etc., all 
of which indicate readiness or facilitation of function. 


Free anxiety of greater degree, either continuously or in attacks, 
is neurotic anxiety. It is one of the most unendurable states to 
which man is subject. Temporarily it may lead to facilitation of 
psychological and behavioral processes, but in greater amounts it is 
accompanied by disorganization of functioning and to increasing 
disturbance leading to regression. At all levels of anxiety there 
are various degrees of disequilibrium and attempts at re-establish- 
ment of stability. It is this latter aspect that sets into action many 
psychological maneuvers which may be successful in warding off 
anxiety but results in severe psychopathology. Thus, many of the 
syndromes to which we attach special names may be viewed as 
chronic defenses against anxiety. Yet, anxiety in lesser degrees 
may facilitate growth and development, and functions often to mobil- 
ize and intensify the organism’s capacity toward a higher level of 
functioning and new forms of adjustment. 


It is our contention that the conscious, painful, current affective 
state characterized by the term anxiety is but a part of a total or- 
ganismic process with coordinated and lawfully interrelated somatic, 
psychological, and behavioral events best conceived of as compris- 
ing a transactional field. It is from this frame of reference that the 


study of anxiety may be reasonably considered as a psychosomatic 
approach. 


Although fear for objects universally accepted as dangerous may 
be associated with similar psychological and physiological experi- 
ences, and there is often difficulty in discriminating anxiety from 
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fear, anxiety is a reaction which signifies an internal meaningful- 
ness to the person experiencing it although the subject tends to 
attribute this meaning to reality. Within the context of our defini- 
tion, anxiety as a conscious and reportable experience includes in- 


tense dread and foreboding of some objectless or poorly defined 
future danger. 


We have been accustomed to speaking of anxiety as if there were 
two sharply distinctive categories differentiated by their quantita- 
tive factor and whether they are preparatory (signal) or the end-re- 
sult of a process of declining ego controls and regression (traumat- 
ic). The latter is viewed as being disruptive and analogous to in- 
fantile physiological reactions, prototypic of birth trauma, which re- 
semble precursors of rage. The global responses of the infant to 
distress or need are internal emergency homeostatic mechanisms. 
On the other hand, signal anxiety, which is milder in degree, often 
facilitating improved functioning, seems to be derived from a cry for 
help transformed into an activity of self-help. Equilibrium is main- 
tained and defenses tightened as the first signal. Yet, as we view 
the phenomenon of anxiety clinically, we see all gradations of in- 
creasing amounts of anxiety, associated with decreasing degrees of 
ego control, from signal, preparation for action, to traumatic. 


However, there is some evidence that these two aspects of anxi- 
ety are linked to different fundamental biological responses and 
different psychological concomitants. We refer to guilt- and shame- 
anxiety. By no means does this exclude the possibilities that a 
wide variety of different general psychosomatic processes are linked 
to the monistic phenomena experienced by the subject. Although 
the sufferer from anxiety cannot spontaneously differentiate its 
source, since to him it is usually contentless, nevertheless there 


are means by which we may obtain clues as to the specific source of 
a particular anxiety. 


Anxiety is part of a stress reaction which is set off by a variety 
of stimuli in which may be included symbolic cues obtained from the 
external world through interpersonal relationships, or physiological 
signs that develop from internal somatic disturbances, such as 
malignancies or other disintegrative diseases. From whatever 
source, the stimulus leads to a reaction that is synonomous with an 
organism-in-stress, leading to preparatory processes for emergencies 
that are not localized but give the feeling of a life-threatening dan- 
ger. Such neurotic anxiety is rarely continuous except in unusual 
cases in which considerable ego-regression has already occurred. 
In its discontinuity , each bout of anxiety seems like an emergency, 
and the patient rarely learns otherwise, even though he is repeatedly 
convinced by the end result that ‘‘nothing actually happens.’’ 
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With the anxiety, there are physiological concomitants which 
often intensify the subjective reaction through a feedback from the 
perceived physiological effects. Thus, a tachycardia will give to 
-the subject a sensation of heart disease which will augment the anx- 
iety that anteceded and was primarily associated with the tachycar- 
dia. We have found that the somatic disturbance which is perceived 
by the subject reappears in an identical pattern for each individual 
in recurrent bouts of anxiety, whether they are related to the same 
stimulus or not. Thus, anxiety has its individual somatic signature 
which seems to have been conditioned in early life and maintains its 
repetitive nature. Except in severe disintegrations, the somatic 
locus, recognized as being concomitant with anxiety, is limited to a 
particular bodily function and does not spread to all systems. It is 
a part reaction of a global infantile response which has become dif- 
ferentiated through life experiences. 


Investigations in the field of anxiety are often directed toward 
special systems. We may isolate them for the purposes of research 
and focus on each one through special technical devices. The in- 
tent of such research would be to determine the effect of anxiety on 
the functions of a system which is selected because of its empirical 
relationship to anxiety and its closeness to the central state. If 
more than one system is used, any attempts at correlation would re- 
quire simultaneity of observation, since the reactions of any one 
system in relation to anxiety may take a different time span in its 
cyclic course and may be determined either by an effect from the 
central state or by its position in a chain of events emanating from 
another system. If we assume that anxiety is a psychosomatic proc- 
ess, we may then postulate that many somatic, psychological, and 
behavioral foci or variables are functions of that process. 


Accordingly, research in anxiety from this point of view would be 
directed toward answering the following broad questions: (1) When 
the level of free anxiety is altered, what concomitant changes occur 
in each of the other systems? (2) When the existing level of activity 
of any given system is influenced experimentally, what concomitant 
changes, if any, occur in free anxiety? (3) When the existing level 
of function of any given system is influenced experimentally, what 
concomitant changes, if any, occur in the other systems in addition 
to anxiety? (4) When a change occurs in any system, such as anxie- 
ty, what are the sequences and relative degrees of change in the 
other systems? 


The title of this essay precludes my discussing the relationship 
to anxiety of the psychological system as characterized by ego 
functions of perception and decision nor does space allow consid- 
eration of the general behavioral processes associated with varying 
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siological phenomena suggested by clinical experience to be primary 
variables. We speak of these as being closest to the central proc- 
ess as contrasted with those that are intensified later after activi- 
ties have, chain-like, arrived at the periphery. For example, we are 
more concerned with pituitary hormone secretion than with sweat se- 
cretion or dilation of the pupil. 


In our initial war experiences we observed that long-standing and 
severe degrees of free anxiety were accompanied by profound gen- 
eralized metabolic disturbances which aged the soldiers rapidly. 
The idea that chronic anxiety may be a significant factor in prema- 
ture generalized or focal aging seemed a reasonable hypothesis and 
stimulated the hope that, if the mechanisms were known, eventhough 
neurotic anxiety is difficult to alleviate, its effects might be blocked. 


We were able to isolate an index of free anxiety arising from dis- 
turbance of liver function, in that hippuric acid to a significant de- 
gree was excreted in higher quantities in persons with free anxiety 
as contrasted with a much lower excretion in healthy individuals and 
an even much lower excretion in schizophrenics. We believe that 
this increase in hippuric acid excretion is a function of a conjugating 
enzyme system acting on some degradation products, the source of 
which is still unknown. In later studies, we found that glutathione 
was probably related to the production of hippuric acid, since it 
dropped considerably duting periods of stress. Furthermore, amino 
acid production seemed to rise prior to any changes in hippuric 
acid. In our current studies, not yet completed, we find considerable 
evidence that 17-hydroxy-cortisone is elevated in conditions during 
which free anxiety is intensified. On the other hand, protein bound 
iodine as an index of thyroid function was not significantly changed. 


Patients who are anxiety-prone and made more anxious by exper- 
imental stress are studied physiologically with greater difficulty 
than with the methods of psychology, psychiatry, and chemistry, in- 
dicating the need for experimental studies on infra-human organisms, 
provided a chronic state could be induced in them analogous to 
chronic human anxiety. 


In measuring the response of multiple variables in correlation 
with carefully estimated changes in quantity of free anxiety and 
other affects, we have the impression (no more can be stated at this 
time) that correlation among system activities, that is levels, trend. 
degrees and types of free anxiety. Suffice it to say, there are pro- 
found changes in both systems. 


In our multidisciplinary researches on anxiety we were also con- 
cerned with hypothesizing and then testing the significance of phy- 
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and change in variables, is higher the more nearly the organism is 
in equilibrium. A stress response seems to evoke, with early and 
minor disturbances at least, a dysequilibrium or decrease in corre- 
latability in system responses. It seems likely that, as the proc- 
ess continues or intensifies with lessened control, greater excur- 
sions of responses will revive correlatability. 


Stress which sets off anxiety as a signal experienced subject- 
ively cannot be defined independently of the life situation and the 
subject’s response to it. Disturbing an individual with what con- 
ceivably and ordinarily could produce anxiety often results in tigit- 
ening of defenses and little psychosomatic response. 


Some of our investigations, however, show that, in conditions of 
stress, psychological and somatic reactions are not necessarily 
concomitant because profound biochemical changes may occur be- 
fore the development of free anxiety and vice versa. Stress re- 
sponses to a life situation may be set off by symbolic cues of which 
the subject is not conscious and evoke physiological responses 
without the experience of anxiety, which only develops when the 
stress intensifies. 


When we attempt to gain perspective on the current knowledge 
about anxiety, we are aware that various quantities of timing and 
responses associated with anxiety and the qualitative selection of 
participatory systems within the early responses enable some group- 
ing into categories of people. They may be viewed spatially as 
individual populations whose essential differentiating characteris- 
tics must be referred back to personality studies. For each group 
we need to know the past psychological and metabolic experiences 
leading to predisposition toward the reactions they present. We 
need to know the susceptibility to anxiety responses, the types of 
cues which are significant, the meaning to the person, the defens- 
ive capacities against accepting or maintaining the effect of the 
stimulus, etc. Thus, even if one uses anxiety measured by psycho- 
logical criteria in psychosomatic studies, one must always refer 
back to personality, defined by various psychiatric techniques, from 
interviews to elicit anecdotes of past behavior, to psychoanalysis 
for evocation of deeper processes. It is the personality criteria 
that furnishes the characteristics of the life-space significant for 
patterned reactions to stress. 


I think that I have presented sufficient information in this brief 
essay to indicate that the theoretical concepts concerned in the 
psychosomatic approach to anxiety and their operational implemen- 
tation are extremely difficult and complicated. There is very little 
that is definitive that can as yet be stated regarding the somatic 
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functions related to anxiety and their meaningfulness to the body 
economy, nor can we say very much indeed about the long-term 
effects of continued somatic implication in the chronic neurotic 
anxieties. We may, however, tentatively classify the categories 
of somatic disturbances in relation to anxiety without consideration 
of the various types of anxiety which, in turn, may be associated 
with different patterned somatic responses. In the first place, there 
are processes that are associated with the emergency state that 
anxiety signals, all of which seem to be concerned with the prepa- 
ration for and the maintenance of the bodily economy at the time. 
These are the perceived effects of anxiety, which, in feeding back, 
contribute to its intensification, since these are usually conditioned 
and habitually associated with anxiety. In the second place, there 
are the homeostatic processes which tend to counteract the emer- 
gency defenses in order to maintain the equilibrium of the organism 
within its physiological limits. These may be said to be the de- 
fensive maneuvers which oppose the disintegration of overintense 
responses. In the third place, there are over-reactive processes, 
perhaps associated with greater degrees of anxiety known as trau- 
matic or disintegrative, in which the functioning of organ systems 
becomes so disturbed that they exceed the limits of health. Finally, 
there are the long-lasting effects resulting in the exhaustion of 
function and the slow wearing-out of tissues that are habitually 
used in the service of activity concomitant with anxiety. 


Our task is to attempt to separate patterns of somatic responses 
as they are correlated with special types of anxiety. Also, we 
should like to relate the somatic participation in anxiety with the 
level of economy of the physiological systems. As has been stated 
before, all of these need to be put in their proper time and quantita- 
tive perspectives in relation to the disturbance in such other sys- 
tems as the psychological or behavioral. 


Not only are these researches necessary for the understanding of 
anxiety as a total organismic response to stimuli that threaten the 
integrity of the organism, but they are significant in establishing 
general laws of psychosomatic organization. Studies of anxiety 
from the psychosomatic approach could offer a rational prototype 
leading to the understanding of general laws of psychosomatic or- 
ganization in health and illness and referable to the treatment of all 


diseases. Michael Reese Hospital, Chicago, Ill. 
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THE SEMANTICS OF 
GOOD PATIENT-DENTIST RELATIONS* 


SAMUEL H. STEIN, A.B., D.D.S.t 
New York, New York 


Patients, like everyone else, live in a semantic environment. 
They not only use words in their daily communication, but are bom- 
barded by words over the radio and television to buy the toothpaste 
with GL-70; get ‘‘living lipstick’’; buy the car with the ‘“‘jet-away 
look’’, etc. 


An understanding of the impact of language on a person’s behav- 
ior has helped me over the years to get better patient-dentist rela- 
tions. While this understanding is technically labelled ‘‘General 
Semantics’’', it has to do with the way patients (people) use lan- 
guage and how they evaluate and behave as a result of what they 
hear. 


Patients and Dentists are map-makers (Maps are words or sym- 
bols which represent territory or reality)... The usefulness of a map 
is determined by its resemblance to the territory. A map that is col- 
ored by the patient’s or dentist's feelings is not a good map to go 
by. 


Both patients and dentists abstract (pull out from the total pic- 
ture). Patients leave out details in giving a history, and many other 
details about their past experiences. Dentists abstract differently 
than patients. Identifying different levels of abstraction -- word, 
feeling and thing is pathological. 


Both patients and dentists abstract and then project their feel- 
ings on to the outside world and behave as if the ‘qualities in ob- 
jects’’ were in the object, rather than inside themselves. The a- 
wareness of this should develop an attitude of ‘‘to-me-ness.’’ ‘‘We 
see things not as they are, but as we are.’’ That goes for food, 
dentistry, color, etc. Language misleadingly implies that one is 
talking only about the object, whereas, in reality, we are talking 
about our own feelings. 


Placing events in time and place and an awareness of the differ- 
ences between things that make up a.category, makes the difference 
between sane and unsane behavior. This is known as the ‘‘What, 
*Digest of talk delivered before the American Hypnodontic Society, Academy of 
Sciences, N.Y.C., February 20, 1956 
t Lecturer, New York Society of General Semantics 
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When, Where index’’ which makes language correspond more readily 
to reality: dentist 1 is not dentist 2, dentistry 1925 is not dentistry 


1955. 


An awareness of the ‘‘degree”’ world in which we live, avoids. 
the limited two-valued orientation: the ‘‘either-or’’ frozen into our 
language; patients aren’t just good or bad - they show an infinite 
variety. Dogmatism - overcertainty, can be avoided if we think in 
terms of many values. This includes what we say about patients, 
other dentists and our own work. 


It is impossible to know all about anything or any person. Be- 
cause no one knows all about anything, students of General Seman- 
tics tack an ETC. at the end of a statement. It reminds them that 
much can be said after we have made a statement. In other words, 
the Map is not ALL the territory. 


These semantic principles have been helpful tools to me in es- 
tablishing better patient-dentist relations as shown by the following 
examples: 


An associate of mine called me in to assist at a third molar 
extraction he was having difficulty with. When I looked at the x-ray, 
the root ends were missing. A new x-ray from two different angles 
showed a marked curvature of roots and extensive over-lying bone. 
The better maps (x-rays) showed the need of a different type of sur- 
gical removal. 


Another example of inaccurate map-making by patients is illus- 
trated by Mr. G. who was frightened to death about going to a den- 
tist. When questioned as to his last visit to a dentist, particularly 
since his mouth showed so much decay, he stated, ‘‘one year.” 
Later, when under analgesia, he remarked that if he had known it 
was so painless to have ‘‘teeth drilled”, he would not have stayed 
away from a dental office for seven years. This shows how patients 
can rationalize their inaccurate maps. 


That dentists can make pretty poor maps is illustrated by the 
patient whom I told that she had recurrent decay under an abutment 
tooth. ‘‘But I was told this was a permanent bridge,’’ she insisted, 
‘‘when the dentist inserted it two years ago.’’ If we tell patients 
that we are making a permanent denture or permanent bridge, we are 
making misleading maps -- for all dental work is temporary. 


The case-histories (maps) that many patients give are inaccur- 
ate: “‘novocaine gives me the jitters.”” ‘‘] can’t take gas.’’ These 
patients use one experience to make a map of all future relations 
with different dentists. 1 remember my secretary’s husband who 
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came into my office with six remaining upper front teeth, that 
swayed as he spoke. He did not want to have them extracted. He 
was comparing with his father’s experience and said, “‘I can’t 
stand false teeth. The thought of false teeth makes me sick to my 
stomach. My father had them and they were loose in his mouth. He 
kept them in a glass and they upset me everytime I saw them.”’ 
When he was reminded that his wife had dentures (not false teeth), 
he remained for treatment - which included the making of dentures, 
and is now an enthusiastic denture-wearer, telling everyone else 
that they are foolish to postpone wearing ‘‘replacements.”’ 


Mr. G. B. fainted when I said that I would use theelectronic 
scalpel to remove some hypertrophied tissue. From what I said, he 
abstracted the word scalpel -- identified it with an earlier surgical 
experience and reacted to my words as if they were reality. After | 
explained how different the word ‘‘scalpel’’ in a dental office was 
to his previous experience, he realized that he was foolish to react 
to his mental image, instead of the situation at the present time. 


Mrs. M. F. shuddered when she walked into the operating room. 
She explained that for one week prior to coming to my office, the 
mere thought of the drill produced diarrhea and a leucorrhea. She 
not only reacted to the dentist, in that manner, but also when she 
visited her gynecologist. Her gynecologist was unable to examine 
her because her muscles were too tense. I explained to Mrs. F. 
that the drill which she was abstracting from my equipment was not 
the same as drill on the tooth. And, that since she was evaluating 
the word and thought ‘“‘drill’’ with drill on tooth, she was identify ing 
two different levels of abstracting. One was on the verbal level and 
the other, on the silent (experiential) level. After about six months, 
she hecame sufficiently conscious of her abstracting process to 
wait for a direct experience before reacting -- rather than reacting to 
a verbal abstraction as if it were real. When her gynecologist sub- 
sequently examined her with ease, he asked her what had happened 
to make her so different. She explained that she owed it all to her 
dentist. 


A girl of eight was referred as a problem-patient whom six other 
dentists couldn’t get to open her mouth. Questioning revealed that 
her grandmother had advised her that if she didn’t brush her teeth, 
she would develop cavities. The grandmother’s tone of voice in- 
dicated that cavities were something terrible. The little girl thought 
they were ‘‘monsters’’ and she wasn’t going to let anyone see her ‘‘mon- 
sters."” When the child’s attention was directed to a model of a 
tooth with a cavity and allowed to look in other children’s mouths 
who had cavities, she realized that the word ‘‘cavity’’ did not war- 
rant her violent reaction. Again, bringing the child to the descrip- 
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tive level of abstraction helped to establish a more ‘‘sane’’ behav- 
ior. 


That the abstracting process is individual and unique and that a 
lack of awareness of this principle can bring grief to the dentist is 
illustrated by this story. My associate had advised a patient who 
had two remaining malpositioned upper teeth to remove them and 
make a full upper denture along with a precision lower partial den- 
ture. The patient reluctantly agreed and so the dentist constructed 
an immediate upper and lower partial to occlude with it. The woman 
became “‘ill’’ just before the extraction and stayed away from the 
office for three months. When my associate finally contacted the pa- 
tient, he learned that the daughter who was paying the bill would, 
under no circumstances, agree to removing two ‘‘good’’ teeth. The 
daughter, not being familiar with the dental territory abstracted ‘‘two 
good teeth.’’ The dentist, with his frame of reference, couldn’t 
build a balanced set of dentures around two elongated, malposi- 
tioned teeth. It’s a good idea to bring the consultant into the of- 
fice when a case such as this is being presented so that you can re- 
late the differences in abstraction. 


A further illustration of the abstracting process is illustrated 
by Mrs. O. whose husband had just had extensive mouth-recon- 
struction in my office. She listened to my complete prescription 
from study models and x-rays enlarged on a screen. Her only reac- 
tion was, ‘‘I want the best work.” Later I learned through my sec- 
retary that this patient, because of her limited intelligence and lim- 
ited dental experience, understood almost nothing of what I said. 
She had no frames of reference for ‘‘straight biting-plane,’’ “‘bal- 
anced bite,’’etc. She had abstracted almost nothing from what |] 
said, while her husband who was a highly skilled tool and die-maker 
followed my prescription easily. It also illustrates the danger of 
typing patients and identifying two different patients, even if they 
are husband and wife. 


When a patient wants the “‘best’’ dentistry (a judgment or feel- 
ing) - | can only promise to do the best that I can for them. 


Conventional methods of procedure influence diagnosis by the 
dentist. He is unaware of his internal conditionings acquired at 
dental school, i.e., ‘‘abscessed teeth are foci of infection,’’ ‘‘gran- 
ulomas are infected,’’ etc. Dentists are also unaware of the atti- 
tudes and prejudices they develop over the years about dentistry and 
patients. 


This tendency to project feelings (and feelings are not facts) -- 
should develop an attitude of “‘to-me-ness’’ in the dentist. It should 
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lead to the avoidance of dogmatism and God-complex found in so 
many professional men. 


How deep-seated these old feelings can be is illustrated by the 
patient who refused to allow the removal of four bicuspids in his 
daughter’s mouth, even though she would wind up with a bimaxillary 
protrusion. Questioning the father revealed that he had four teeth 
removed for orthodontic treatment twenty-five years ago and his case 
was a “‘failure.”’ Semantics didn’t enable me to convince the fa- 
ther that orthodontic treatment 1926 was not the same as orthodon- 
tic treatment 1951. The father remained adamant and was quite 
happy with the resulting bimaxillary protrusion. I think 1 would 
have better success with a similar patient today -- since a cephalo- 
metric appraisal would make a more convincing map of the need for 
extraction. 


I remember the very intelligent advertising executive who, when 
he was told that he needed a full mouth rehabilitation in order to 
stop the wearing down of his teeth, caused by a deep overbite, re- 
marked, ‘‘Let’s take them all out.’’ To him, there were only two 
possibilities. If the one was distasteful, the only alte.native was 
the other. This either-or approach is characteristic of our culture, 
which has frozen into its language structure, the limited values of 
hot and cold, guilty or not guilty, good and bad, etc. 


Dentists, also, if they are not aware of the degree world in 
which we live, are inclined to recommend a complete prescription 
as the only possibility for restoring a patient’s mouth. Often, par- 
tial prescriptions pave the way for further dentistry in line with the 
dentist’s recommendation. It takes more than two or three visits to 
establish a relationship where a patient will accept a complete 
prescription. Patients develop individual and unique experiences 
and attitudes towards teeth, of which we are not aware. 


I] recall Mrs. H. F. whom I had known socially for fifteen years. 
I later learned how little 1 knew about her. She would not agree to 
the extraction of her upper loose, abscessed teeth because the loss 
of her teeth was equated with old age, and at her age, 39, she 
wasn't prepared to become ‘‘old.’’ When two upper centrals ab- 
scessed and filled her system with pus which couldn’t be drained 
through local openings, she accepted confinement to bed for weeks 
and willingly had herself injected with millions of units of penicil- 
lin until the infection subsided. She spent a very tidy sum putting 
fixed bridgework on teeth that had practically no bony support. 


We assume that a new patient has been informed about the of- 
fice routine by the patient who referred her. Our assumption may 
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lead to difficulty, if the patient is not told of the procedure for ex- 
amination and fee, in advance. In one case, my secretary was 
called to the telephone as she mentioned the fee. The patient in- 
sisted she had not been quoted the fee for examination. To avoid a 
strained relationship or possible loss of the patient, the fee was 
waived. 


The ex-Dean of an Eastern Dental School failed to check his as- 
sumption that the patient’s health was good before giving general 
anesthesia. A dead patient did not enhance his reputation. Not 
quite as serious, but yet important, is the failure to check, each 
time, that the patient has not eaten before analgesia. It may get 
you an extra meal, but it doesn’t appear appetizing on the patient's 
lap. ' 


A dentist my secretary knew, assumed that everyone else made 
the same kind of shell-crowns that he did. When a patient present- 
ed himself with an abscessed tooth, acting as an abutment for an in- 
terrupted bridge, he didn’t observe that the crowns were cast (and 
fitted beautifully). He cut the bridge at the abscessed tooth, put 
his forceps on the tooth to be extracted, without cutting the crown 
on the second molar, expecting only the crown to come off. The 
abscessed tooth came out easily, so did the molar crown, but the 
patient’s tooth was attached to it. The patient then had to pay an 
additional fee for a partial denture, instead of a bridge, which was 
contracted for. P.S. An unhappy patient left that office, for good. 


CONCLUSION 


The discipline of General Semantics should make us aware that 
while language is man’s greatest accomplishment, and is useful in 
communication, it also has built into it many booby-traps, because 
we haven’t learned tu use language as scientists do --- constantly 
checking words against reality and discarding them for better ones, 
when necessary. Language freezes old concepts into words, which 
we pick up and use, unaware that they have outlived their useful- 
ness, i.e. ‘negro blood,”’ “‘race purity,’’ ‘‘permanent teeth.’’ We 
must also be aware that words have no absolute meanings, but are 
akin to empty vessels into which we pour meanings. The ‘‘maps” 


that we make are but symbols for reality, and each person’s reality 
is unique. 
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Introductory Psychosomatic Dentistry. $5.00. John H. 
Manhold, Jr., D.M.D., M.A., New York, N.Y., Appleton- 
Century-Crofts, Inc., 1956. 193 Pages. 


The purpose of this most stimulating book by Dr. John Manhold 
is, first, to provide an: empirical basis for the application of the 
psychosomatic concept to dentistry; and second, to offer some 
practical applications of this concept in actual practice. Methods 
of dealing with difficult patients and situations commonly encount- 
ered by the practising dentist are emphasized. 


In psychosomatic dentistry the dentist assumes something of a 
moral responsibility to his patient in that he recognizes a relation- 
ship between personality traits and dental problems in general. 
More specifically, the point of view investigated by Dr. Manhold is 
the tenability of a hypothesis based upon psychosomatic principles 
which he had obtained through scientific research and testing. Con- 
sideration of these aspects do not, however, equip a dentist to con- 
sider himself a psychotherapist, although personality factors are 
constantly evaluated. In order competently to treat a dental patient, 
a complete appraisal of the whole man is important and necessary. 


Dr. Manhold’s study overlaps modern social and political prob- 
lems in that he approaches a psychosomatic dental hypothesis 
through a study of authoritarian and non-authoritarian personality 
types. The connection between oral neglect and authoritarianism 
gives rise to a preliminary observation interesting from the stand- 
point of dentistry. 


-Non-authoritarians have higher DMF (Decayed-Missing- 
Filled) ratings than have persons with the authoritarian or totali- 
tarian ideology.’ Furthermore, ‘‘a lower level of physical condi- 
tion exists among non-authoritarians relative to their capacities 
than among authoritarians. If a person is possessed of attitudes 
which cause him to neglect his body in general, then could not these 
same attitudes also possibly tend to neglect of the mouth in par- 
ticular.?”’ 


Yet, the primary importance of the book is, fortunately, not in 
the weight of statistical illumination which is amply provided, but 
of the evaluation and summarization of the field of psychosomatic 
dentistry. His historical background concluding in present day 
practice and theory is presented without ostentation. 
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It is in his treatment of hypnosis in dental practice, however, 
that Dr. Manhold may be remiss, because he assumes its use is 
therapeutic rather than anesthetic. He infers that the dentist using 
hypnosis wishes to elevate his self-esteem by being an omnipotent 
manipulator of other people’s lives. In a book of scientific import, 
such an inference does not belong. On the contrary, it has been 
shown that hypnosis can be used palliatively, without manipulation 
of the patient’s psyche, where other forms of anesthesia may fail 
or be impractical. As in all forms of dental procedure, we must 
assume that the practitioner is well trained in the application of 
hypnosis in dentistry. 

The book is most provocative, and gives an insight into an area 
of psychological and somatic function which calls for further re- 
search. Dr. Manhold, in his introduction to psychosomatic dentistry, 
has made an excellent beginning. 


-- Martin Rubin, D.D.S. -- 
Ithaca, New York 
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